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Abstract
Colorectal cancer affects a large number of people aged 80 years. Little is known about how they manage after discharge from
hospital. The aim of this study was to explore the experiences of individuals aged 80 years recovering from surgery for
colorectal cancer, and the challenges they may encounter after discharge from hospital. Data were collected between January
and March 2016 through in-depth interviews with ten participants approximately one month after surgery. Inductive thematic
analysis was employed to analyse the data. The COREQ checklist was used in reporting this study. Two themes were identified:
Managing the recovery from CRC surgery, and Insufficient follow-up from the healthcare services after CRC surgery. The findings indicate
that older people treated for colorectal cancer manage surprisingly well after discharge despite challenges in their recovery;
however, there are seemingly areas of improvement in their follow-up healthcare.
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Colorectal cancer (CRC) is one of the most frequent
malignant diseases worldwide with approximately 3.5 mil-
lion people affected annually, including a large number of
patients aged 80 years.1 Surgery is the mainstay for cure,
occasionally together with neoadjuvant therapy, and may
sometimes involve the creation of either temporary or per-
manent stoma.2,3 During and after treatment, disturbing
symptoms can occur caused by the treatment itself or the
cancer, and older people are particularly susceptible.2,4 As
the proportion of older people in Western populations is
growing, the prevalence of CRC survivors is expected to
rise during the coming decades.3 Furthermore, according
to national guidelines in Norway, the postsurgical care of
patients aged 80 years after curative CRC surgery is
determined individually outside of systematic follow-up
programmes,5 resulting in limited knowledge of their
recovery process. Greater knowledge about the recovery
process of older CRC survivors in primary healthcare is
essential for facilitating optimal recovery after discharge.
Because of the advances in diagnosis and treatment in
addition to greater public awareness, more people are
living with cancer as a chronic condition. It is estimated
that 40% of cancer survivors in Norway are people aged
80 years. Most people in this age group have at least one
chronic condition and are susceptible to age-related
impairment of cognitive and physical function6 in addition
to the impact of the cancer treatment. The members of this
heterogeneous group range from individuals with good
health to those with increased vulnerability in terms of
treatment and complications.7 A study from 2019
showed that postoperative complications such as anasto-
mosic leak, delirium and septicaemia occurred in a third of
older people surgically treated for CRC.8 Half of older
patients reported a decrease in physical functioning after
surgical treatment for CRC.9 Nevertheless, Devon,
Urbach and McLeod10 found that 78% of older CRC sur-
gery patients returned home after discharge. Nearly half of
the older patients were in need of care when discharged
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from hospital compared with their younger counterparts,
where only 20% required assistance.11 Younger people
treated for CRC received homecare nursing, while older
people treated for CRC also needed assistance with house-
hold tasks and care from multiple professions.10 Nearly
half of all CRC survivors were found to have unmet sup-
portive care needs after discharge.12 In their study,
Samuelson et al. pointed out the lack of knowledge
about the oldest old with CRC.13 They found incomplete
information and confusion regarding which section of the
healthcare service was responsible for follow-up.13 Hence,
the knowledge regarding older patients’ experience of
recovery after discharge from hospital is limited. How
older people treated for CRC experience challenges after
discharge is little explored and understood. The aim of this
study was to explore the experiences of individuals aged
80 years recovering from surgery for CRC and the chal-
lenges they may encounter after discharge from hospital.
Method and design
This study employed an exploratory qualitative design14 as
a qualitative inductive approach was considered appropri-
ate for exploring older individuals’ experience of postsur-
gical recovery.15 The study adhered to the Consolidated
Criteria for Reporting Qualitative Research (COREQ)
checklist16 (see online supplementary material, file 1).
Participants and recruitment
The participants were recruited from a gastrointestinal
surgical department in Western Norway. Purposive sam-
pling was used to obtain maximum variation regarding
type of cancer, functional status and gender to capture a
wide range of experiences.17 The inclusion criteria were
elective curative resections for colorectal cancer stage
I-III and age 80 years. Exclusion criteria were cognitive
impairments and being unable to speak and read
Norwegian. A member of the healthcare personnel not
affiliated to the project identified and recruited eligible
patients during admission for surgery and provided them
with written and verbal information regarding the study.
Patients who considered participating gave permission to
transfer their contact information to the researchers. The
first author contacted the individuals in question to pro-
vide more verbal information, including information per-
taining to their rights as participants, to obtain consent
and to arrange an appointment for the interview one
month after surgery. No relationship was established
between the researcher and the participants prior to
study commencement. Although 12 participants were
recruited, the medical condition of two participants dete-
riorated, resulting in cancellation of their interviews. The
final number of participants interviewed was thus ten. One
week before the interview, the participants received a
phone call from the first author to confirm the
appointment.
Data collection
Data were collected by the first author (KSE) from
January to March 2016 through individual in-depth inter-
views. The interview guide was developed by the research
group based on the research objective and relevant
research18–21 (see online supplementary material, file 2).
Nine of the interviews took place one month after
recruitment, while one was conducted after two months.
The duration of the interviews ranged from 48–80 minutes
and all interviews took place in the participants’ homes.
During two of the interviews a spouse was present in the
room but did not participate. The interviewer presented
her clinical and academic background before the interview
started. The opening question was ‘How did you experi-
ence coming home from the hospital?’ Follow-up ques-
tions were posed to gain a deeper understanding of the
participants’ statements. The interviewer made field
notes to navigate through the interview, but the notes
were not included in the analysis. The first interview func-
tioned as a pilot, but as no major changes were necessary it
was therefore included in the data analysis.
Data analysis
All interviews were recorded and transcribed verbatim.
The audiotape was then compared to the transcripts to
ensure accuracy. The transcripts were returned to one par-
ticipant on request, which resulted in no comment or cor-
rection. The empirical data were analysed in accordance
with thematic analysis by Braun and Clarke,22 a semantic
analysis that identifies and provides a rich description of
patterns across the dataset. The analysis consists of six
phases: 1) Familiarizing oneself with the dataset, 2)
Generating initial codes, 3) Searching for themes, 4)
Reviewing themes, 5) Defining and naming themes, 6)
Producing the report.
A research team consisting of the first author (KSE),
second author (SIEH) and last author (KL) conducted the
analysis. Two of the researchers (SIEH and KL) had expe-
rience of qualitative research methods and worked as aca-
demics, while the first author (KSE) was a doctoral fellow
at a university. At the beginning of each phase a team
meeting was held to develop and maintain a shared under-
standing of the dataset, coding, themes and the next phase
of the analysis. Subsequently, KSE conducted the analysis
accordingly.
In phase one, the transcripts were subjected to repeated
reading to become familiar with the width and depth of the
dataset and ideas for coding. In phase two, the initial
codes were generated and systematically ordered into a
coding manual linked to the appurtenant data extract. In
the third phase, codes and the corresponding data extract
were sorted into initial themes in a new document ground-
ed in patterns in the dataset. A preliminary thematic map
was generated to provide a visual impression of the find-
ings and inherent relationships.22 In phase four, all data
extracts were re-read to ensure a consistent pattern within
the different themes. Two themes were downgraded to
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sub-themes, two themes were reorganized to attain hetero-
geneity and one theme was removed. The themes were
systematically ordered into new documents and revisions
were subsequently conducted in the thematic map. In
phase five, the names of every theme and sub-theme
were refined and adjusted to capture their essence. The
findings were written down and the refinement of
the themes was again critically assessed so that, together,
the themes told the tale of the dataset as a whole.22
Ethical considerations
The study was approved by the Regional Committee for
medical and health research ethics (REK Vest 2015/1500)
and the hospital. Eligible participants received verbal and
written information about their right to decline participa-
tion without any repercussions; that participation was of a
voluntary nature thus they could withdraw from the study
at any time and that all information they provided would
be treated confidentially. Written informed consent was
obtained from each participant before enrolment in the
study.
Results
The participants were equally distributed between males
and females and aged between 80 and 85 years. Seven
out of ten had colon cancer and four received a stoma.
To further characterize the participants: one received neo-
adjuvant treatment. Four were diagnosed with an unre-
lated disease during the presurgical examination; one was
sufficiently covered with new medication, and two received
further examination after the CRC surgery and
recovery. Two had additional surgery, one before and
one after the CRC surgery. Additionally, one was re-
admitted shortly after returning home due to a serious
postsurgical complication that required a lengthy hospital
stay. A majority managed without a mobility aid, lived in
urban areas and four lived with a spouse, while the rest
lived alone. Participant characteristics are presented in
Table 1.
At the beginning of the interviews, the participants
reported that their recovery from CRC went quite well
and described few challenges in their daily life. However,
during the interviews a more detailed story emerged about
situations that had been difficult to handle. Two themes
were identified through the analysis: Managing the recov-
ery from CRC surgery and Insufficient follow-up from the
healthcare services after CRC surgery based on four and
three sub-themes respectively (see Table 2).
Managing the recovery from CRC surgery
This theme describes how the older participants experi-
enced the recovery process, how they coped and which
resources they used to manage. An overall impression
was that they exhibited an inherent resilience
gained through life experience in the way they coped
with the challenges of cancer and recovery. This theme
consisted of the following sub-themes: Coping with the
cancer diagnosis, CRC and treatment-related problems,
Social network and healthcare services ameliorate transition
from hospital to home and Stoma is an extra burden.
Coping with the cancer diagnosis. As already mentioned, in
the beginning of the interviews some participants
expressed that they handled the CRC diagnosis surprising-
ly well and considered CRC a consequence of being old.
When describing physical as well as psychological chal-
lenges such as sleep deprivation, anxiety or insecurity
regarding their recovery, they seemed to downplay them
by minimizing the experience. One participant expressed ‘I
asked for sleep medication because I do not sleep well . . . I
get thoughts, I think about having had cancer, am I more
inclined to get it again? . . . But it does not bother me, no,
no way’ (P2). The participants stated that everything was
fine, there was little they could not deal with and some
instead focused on the positive aspects of the challenging
situation. A few participants avoided talking with others
about the cancer, altered bowel movements or physical
problems in their pelvic area. Others described avoiding
thinking about the cancer and recovery altogether. By
ending a statement with a small laugh, they downplayed
what they had just said by reducing the impact of the
burdens experienced, like the following participant ‘The
cancer operation itself was terribly painful (laughter)’
(P11). Some described having accepted the situation and
were prepared for unavoidable discomfort after surgery as
one participant stated ‘I do not have any pain, of course
you can feel it from time to time, it is unavoidable, but not
more than you can expect when people cut into you’ (P1).
Several had experience of cancer due to a previous cancer
diagnosis themselves or for their acquaintances.
This personal experience with cancer was described as
Table 1. Characteristics of the participants, n¼ 10.
Characteristics n
Age,
















Creation of a stoma 4
Weeks between surgery and interview
Mean 5
n: number.
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reducing the likelihood of being overwhelmed by the
diagnosis:
I have had cancer myself and my husband died of it, so I
am familiar with it. When I got breast cancer just three
years after my husband died, I thought it was a bit much
. . . Had I not been familiar with cancer . . . I might have
lost my balance . . . (P7)
Time to the one-month postsurgical consultation for clin-
ical assessment and disclosure of the histopathological
result was described as a period with a fluctuating feeling
of insecurity ‘It is always at the back of my mind, has it
metastasized or not?’ (P6). However, once informed of a
favourable prognosis, uncertainties regarding the cancer
were replaced by feelings of being blessed, thus enabling
them to continue with their lives.
CRC and treatment-related problems. As the interviews pro-
ceeded, the participants provided more detailed descrip-
tions of the problems they experienced such as pain,
fatigue, altered bowel function, decline in physical func-
tioning, decreased appetite, urinary retention and infec-
tions. There were variations in how the severity of the
problems affected each individual’s recovery. For some,
the problems were an afterthought articulated in a fact-
based manner, while for others they permeated the inter-
views and were expressed emotionally, but with hope of
improvement. Those participants who underwent addi-
tional treatment such as neoadjuvant radiation or multiple
surgery experienced the most complications and naturally
described more challenges in recovery. A participant illus-
trated in a resigned manner how fatigue limited the activ-
ities of daily living:
I just do not have the energy. I have enough problems just
walking up the stairs to the second floor. I practically have
to use the banisters to pull myself up . . . I cannot do any-
thing like before . . . (P8)
Additionally, a few participants expressed feelings of
uncertainty about what to expect in terms of symptoms
and what was normal, especially with regard to pain
levels and physical function. For some, the surgery
resulted in changes in daily life related to mobility,
which could mean depending on other people’s help.
Several participants described the healing of the surgical
wound and reduced physical functioning or energy as
obstacles to remaining independent with regard to self-
care and housework ‘. . . they [rubbish bags] are too
heavy so she [wife] has to carry them, so that I don’t
have to’ (P12). Their independence was visible in the way
they handled themselves and coped with their challenges.
Some described how they persevered by changing their
behaviour to handle their recovery ‘Doing laundry, I did
that yesterday and I cleaned the bathroom another day.
I do not do everything at once as I did before [the
surgery]’ (P5).
Social network and healthcare services ameliorate transition from
hospital to home. The need for support varied between the
participants and changed during their recovery process.
Social networks and healthcare services were important
resources for managing daily life and challenges after
CRC surgery. A short stay in a nursing home or family
members staying with them when they returned home
from the hospital provided necessary safety and predict-
ability, something that is important for older persons
going through major life changes. One participant
described how she required a nursing home stay to give
her the support she needed to feel safe after hospital
discharge:
The second day after the surgery they came and asked me if
I had thought about going home. ‘No’ I said, ‘I will not go
home before I get a place at [name of nursing home]’. That
is what I said . . . I felt safe where I was. I did not have the
courage to live alone in my own house. (P7)
Assistance from healthcare professionals with self-care at
home was necessary for nutrition and safety for a short
period, while the need for patient education and assistance
with stoma care continued for a longer time. Some partic-
ipants expressed worries about relying on others’ help
because they did not want to be a burden. While insisting
on being as self-reliant as possible, they were aware that
help was available if needed and a few had contact infor-
mation for relevant healthcare services. However, others
experienced the transition from hospital to home as not
demanding, although several obtained personal alarms
connected to the homecare services as a precaution.
Some required help with ordinary daily household tasks,
Table 2. Overview of themes and sub-themes.
Theme Sub-theme
Managing the recovery from CRC surgery  Coping with the cancer diagnosis
 CRC and treatment-related problems
 Social network and healthcare services ameliorate transition from hospital to home
 Stoma is an extra burden
Insufficient follow-up from the healthcare
services after CRC surgery
 Lack of information can make it more complicated to take care of oneself
 The strain of follow-up care
 Lack of continuity of care
CRC: colorectal cancer.
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while others needed assistance with medication, medical
equipment and arranging medical appointments:
‘Everything we have to purchase . . . my wife handles.
Everything for the stoma and such, she [daughter]
arranges and she doses the medication I have to take as
there is a lot’ (P6). Interestingly, those participants who
received assistance from their social network or the home-
care services reported that it did not hinder their indepen-
dence or constitute an invasion of privacy, but provided a
sense of security. Help from family and friends was appre-
ciated for minor tasks but when the need for help became
comprehensive, it could make them feel as if they were a
burden to others: ‘I cannot expect my neighbours to take
care of me, you cannot do that because then you will lose
their friendship’ (P7).
Stoma is an extra burden. Having a stoma increased the chal-
lenges the participants encountered after returning home.
They described difficulties finding suitable equipment and
all of them experienced leakage. Furthermore, reactions to
the stoma varied from avoidance to acceptance. One par-
ticipant described with disgust how she recently reacted to
the stoma during stoma care ‘Then I saw the stoma and
you know what, I almost vomited’ (P4). The need for
stoma care from the homecare services varied from depen-
dency to independence. In addition, they had to be creative
in learning how to manage and find a ‘new normal’. Some
described having to eat at specific times to prevent bowel
movements when socializing and they had to spend most
of their time at home to avoid embarrassing situations.
One participant reported experiencing stoma leakage at
night and used towels tucked around the stomach to con-
tain the outflow ‘The towel takes the brunt (laughter)
because I just fasten it lightly around [stomach]. They
are old towels that I am not worried about and can
easily throw away’ (P1). Due to the stoma one of the
participants did not feel safe being away from the house
for too long:
That’s how I act now . . . I never go out without having (my
stoma) cared for and emptied . . . I feel that when I’m clean
and empty I can take an hour and then return home,
because then I am safe. (P4)
The experiences of participants with stomas differed from
those of the other interviewees because receiving a stoma
impaired them from returning to everyday life as it was
before the CRC surgery. Their interviews generally
entailed more descriptions about lack of equipment and
information when they needed it and embarrassment
about stoma leakage. Some participants adapted quickly
while others needed more time and support.
Insufficient follow-up from the healthcare services after
CRC surgery
This theme presents the experiences of several participants
who suddenly became responsible for their own follow-up
care after having been discharged from the hospital shortly
after surgery. There was a feeling of disconnectedness from
the healthcare system, where their social network often
had to bridge the gap. This theme consisted of the follow-
ing sub-themes: Lack of information can make it more com-
plicated to take care of oneself, The strain of follow-up care
and Lack of continuity of care.
Lack of information can make it more complicated to take care of
oneself. Lack of information was a continuous problem
and led to worries and unanswered questions regarding,
for example, nutritional issues and stoma care. One par-
ticipant recounted the difference between the expectation
based on a presurgical information letter from the hospital
and the reality: ‘It was not what was promised in the letter
I received that I was going to get some [stoma] education
and learn to wash and care for it’ (P11). This lack of infor-
mation culminated in the participants having to find things
out for themselves, resulting in poor compliance with new
medication and nutritional regimens, and distressing cir-
cumstances around stoma care. One participant received
contradictory information that could have led to compli-
cations such as the development of a hernia or wound
rupture and having to endure prolonged correctional
treatment:
I asked the nurses (homecare services) – Do you think I can
start exercising again? – Yes, of course you can. Then I
thought that I should ask the doctor and it turned out that
this was wrong. I should take it easy, I am not even allowed
to lift a grocery bag. (P4)
When they needed help, some had trouble contacting
healthcare personnel, resulting in extra insecurity in the
recovery process. One participant disclosed how the prom-
ised nutritional education never took place: ‘. . . she did not
show up! In the commotion of returning home from the
hospital I did not get her name. . .’ (P3). However, when
mistakes occurred, the participants did not blame the
healthcare services. They made excuses and expressed
understanding about the working conditions and limited
availability of resources in the healthcare services.
The strain of follow-up care. The participants had to take
responsibility for all follow-up requirements. One partici-
pant explained how she had to make an appointment in
her general practitioner’s (GP) office to get a blood test
done, which had to be coordinated with the time of her
consultation at the hospital: ‘I was at the GP’s office. I
only saw the nurse; she was to take a blood sample to send
to the hospital so that they would have the result by my
follow-up appointment . . .’ (P1). This entailed organizing
and coordinating various follow-up appointments and the
logistics involved. Some participants described doing this
without modern technology such as apps, the internet or
phones, which made access to the healthcare service more
complicated. Several participants mentioned seeking med-
ical advice from healthcare personnel outside their health-
care service who they perceived as more accessible. One
participant described how she, while worried about her
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surgical wound, contacted other persons instead of going
to the GP because it was hard to get an appointment and
because of the time delay before receiving the necessary
medical aid:
I asked if she [husband’s homecare nurse] could take a look
at the [surgical] wound and tell me what she thought.
Having to walk to the GP’s office to arrange a consultation
and then having to walk back again for the appointment 14
days later, I only wanted them to look. I did not expect
them to do anything about it, I just wanted them to check
that it was all right. (P10)
In contrast, one participant excitedly described how she
found information about a healthcare centre abroad and
applied on her iPad. Furthermore, many of the partici-
pants mentioned other unrelated health treatments and
follow-up obligations that they had to coordinate with
the CRC follow-up care. Some described this as a multi-
faceted undertaking that could be quite exhausting, and
several had to receive help from others to arrange and
attend the follow-up appointments.
Lack of continuity of care. When returning home from hospi-
tal some of the participants received assistance from mul-
tiple homecare services personnel who were often under
time pressure. One participant narrated an experience
with a member of the homecare staff that she had appre-
ciated because he took the time to talk to her and make her
feel safe: ‘He gave me so much, I felt safe and it means a
lot. The others are very kind but they have so little time
. . .’ (P4). In addition, several participants were appointed a
new GP, before or during the trajectory of cancer treat-
ment. This resulted in an often-unfamiliar GP at a time
when their GP was supposed to be the link between the
patient and necessary healthcare services. Only a few had
consulted their GP within the month after surgery, with
appointments often initiated by the hospital. During one
interview, a participant wondered why GPs were involved
at all:
. . . Sometimes one thinks to oneself that one could just as
well go straight to the hospital . . . why the GP? I wonder,
because I do not talk to her [GP] myself. (P4)
It became evident that some of the participants perceived
assistance from healthcare personnel who they scarcely
knew as obstacles to continuity of care. As a consequence,
participants did not feel able to rely on the healthcare
service for help to arrange follow-up appointments, thus
passing on the responsibility to family members instead.
Discussion
The aim of this study was to explore the experiences of
individuals aged 80 years recovering from surgery for
CRC and possible challenges they may encounter after
discharge from hospital. As previously mentioned, the par-
ticipants started the interviews by describing how well they
had managed, but during the course of the interviews the
challenges became more obvious. Our findings suggest
that older individuals treated for CRC varied in their per-
ception of how they managed everyday life after discharge
from the hospital. These findings are in accordance with a
previous study on coping with the psychological stress of a
cancer diagnosis that showed that older people are less
psychologically affected by the diagnosis than younger
people.23 However, the study did not discuss the mecha-
nisms behind those findings. The findings in the present
study revealed that having the perspective that illness nat-
urally accompanies old age, as well as experiences with
cancer, reduced their concern. Our findings were in con-
trast to a study on older breast cancer patients, where
experiences of cancer in others left the participants in
fear of recurrence, disfigurement and side effects.24 In his
psychosocial developmental theory, Erikson25 describes
that during a lifetime people experience various life
phases dominated by different challenges. In late adult-
hood people start to experience growing old, characterized
by different forms of deterioration. In addition, they
encounter personal losses and are faced with the reality
of an unavoidable death. Our impression was that the
participants’ advanced age, long life experience and
knowledge influenced their perceptions. In our study, the
participants’ descriptions of problems and complications
were mostly physical. However, some psychological and
social challenges were expressed, although the participants
stated that they had not consulted family or healthcare
personnel about these worries and insecurities. Jorgensen
et al.18 suggest that physical complications could be a
manifestation of underreported psychological problems
due to the participants’ attitudes towards ‘unmentionable’
issues. The participants in our study downplayed the chal-
lenges they faced by laughing after mentioning them. This
can be understood as a coping strategy or buffer to down-
play difficult topics or to avoid becoming a burden19,20,26
and the coping mechanism has been reported in relation to
cancer diagnosis in other studies.27
In the present study, some participants expressed feel-
ings of insecurity regarding what to expect in terms of
symptoms when they returned home. Their lack of infor-
mation and knowledge could hinder their ability to
manage self-care, despite being in a situation where it
was expected that they assume responsibility for their
own health.28 Receiving written or verbal information is
insufficient if the recipients do not understand it and are
left uncertain and insecure.13 The need for information
might differ between younger and older CRC patients
because of their different perspectives and knowledge
regarding cancer and its treatment.29 A way of giving
them a sense of control is to include them in the discharge
planning process.21 However, no such collaboration was
described in our findings, nor in another (Norwegian)
study by Dyrstad et al. who studied older patients’ partic-
ipation in admission and discharge from hospital.30 After
discharge the GP is responsible for assisting patients with
their follow-up. However, only a few of the participants in
our study had consulted their GP after discharge. A
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previous study found that GPs were more involved in the
diagnostic process and less in follow-up.19 When chal-
lenges did occur, patients reported uncertainty about
whom to contact in the primary or specialist healthcare
service. Additionally, GPs and other healthcare personnel
in the primary healthcare service lacked experience of
CRC.13,19 To meet the demand for a holistic approach
to ensure continuity of care, a specialist nurse-led model
for follow-up care was reported to be useful, as nurses are
more accessible and have considerable knowledge about
living with CRC.31
The participants in this study experienced various com-
plications. The recovery period was short and uncompli-
cated for some, while others had to overcome several
challenges. A plausible reason for this variation could be
that the surgical complications and recovery are dependent
on the actual tumour location.32 We found that the older
participants who had a stoma due to the cancer treatment
experienced different problems and one can question
whether patients with colon and rectal cancer should be
studied separately. Research on CRC survivors shows that
complications occur, but our study of older persons
treated for CRC revealed a more comprehensive set of
complications.33 However, it must be taken into account
that older people’s complex health condition entails a
higher risk of complications after discharge compared to
their younger counterparts.34 Another possible reason for
the variation in our study is that there may be a greater
difference in physical and psychological functioning
among older patients that increases the risk of surgical
complications. Several studies have confirmed that frail
older people treated for CRC are especially vulnera-
ble.8,35–37 However, this study found that family was a
particularly important resource for managing recovery
and vulnerability. The support and care provided by
family members was repeatedly described throughout the
findings due to their important role after discharge from
hospital. Our findings suggest that support from social
networks and public services ranged from occasional prac-
tical help with everyday tasks to more medically related
issues such as stoma care and continuous assistance with
the activities of daily living. Although assistance from
one’s social network can be a necessity at all ages,38–40
older persons’ need for a social network as a source of
security seems to surpass that of their younger counter-
parts. In our study, these issues were often taken care of
by family members but also friends and healthcare person-
nel. However, Dyrstad et al.30 found there was no routine
for involving older patients’ next of kin in the discharge
decision-making and family members were not mentioned
in the discharge process. Important relatives were often
involved at the last minute and received inadequate infor-
mation, despite the fact that they had to assume a great
deal of responsibility after discharge.40
Methodological considerations
Amethodological strength of this study is the possibility to
explore in depth the experience of recovery and possible
challenges faced by older people treated for CRC.
However, this approach cannot be generalized to all
older people treated for CRC. The sample was selected
for maximum variation, but we have probably not includ-
ed the most troubled individuals. Furthermore, the sample
consisted of ten participants, which can be considered
small. However, the interviews were rich with data, and
saturation was believed to be achieved. A further strength
of the study was that the researchers endeavoured to
ensure trustworthy data by having the first author conduct
the data collection to minimize the risk of inconsistency.
Additionally, the authors conducted the analysis as a
research team and critically discussed each step in the anal-
ysis process. Team meetings were held to discuss the gen-
erated codes and the content of each theme and sub-theme
was rearranged throughout the analysis process. In this
process, the authors provided various interpretations of
the analysis to ensure the credibility of the results.
Quantitative longitudinal studies with a larger sample
size should be performed to further explore the symptom
burden, coping ability and perceived social support expe-
rienced by older people during their recovery from CRC
surgery to better determine the need for improved follow-
up care.
Conclusion
This study of people aged 80 years who underwent cura-
tive resections for CRC shows that when they return home
they cope remarkably well considering the challenges they
face. However, the findings suggest that they downplay
their needs and burdens. Healthcare personnel must be
aware of this when interacting with this group of patients.
Our study indicates that older patients often need help
from their social networks for their aftercare and that
GPs are scarcely involved. There is a need for recognition
of the fact that older individuals treated for CRC consti-
tute a unique group whose current follow-up care from the
primary healthcare services seemingly does not address
their care needs.
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